


DOES NOT CIRCULATE 





Ceneral Library 








University of Michigan i Sie ee 
Ana Arbor, Michigan ¢ & fee 
PAID 


El Paso, Texas 
-t-Permit No. 989 











DICE 





OFFICIAL JOURNAL OF THE SOUTHWESTERN MEDICAL ASSOCIATION AND EL “JUN 8 UNITY MEDICAL AY LL SOCRTY 






















@ Surfadil” 





~ 1954 
Con tents yt 


DR. JOHN F. CONWAY NEW PRESIDENT oF 0s MIBRARY 
NEW MEXICO MEDICAL SOCIETY... | Page 251 


DR. BLASINGAME SUCCEEDS DR. TURNER AS 
TEXAS ASSOCIATION PRESIDENT Page 251 


PRESIDENT CONWAY'S ADDRESS TO NEW MEXICO 
MEDICAL SOCIETY Page 252 


DR. OSCAR W. THOENY NEW PRESIDENT OF 
ARIZONA ASSOCIATION.. Page 255 


APHORISMS AND MEMORABILIA — TRUTHS AND CONCEPTS 
CONCERNING NEURO-PSYCHIATRY Page 256 
By Andrew M. Babey, M.D., Las Cruces, N. M. 


ADVANTAGES AND DISADVANTAGES OF OPEN AND CLOSED 
TREATMENT OF BURNS... ; Page 260 
By Williard W. Schuessler, M. D., El Paso, Toms 


CARDIOLOGY IS SUBJECT OF FIRST EL PASO 
POSTGRADUATE SESSION pices Page 264 


MONTHLY CLINICAL PATHOLOGICAL CONFERENCE OF 
EL PASO GENERAL HOSPITAL ne Page 265 


Frederick P. Bornstein, M. D., Editor, Case No. A-247 
Presentation of Case by Dr. Ben C. Merritt 





in allergic dermatitis 


(Cyclomethycaine and Thenylpyramine, Lilly) 


affords prompt and 
lasting comfort 


*Formerly ‘Histadyl’ (Thenylpyramine, Lilly) 
and ‘Surfacaine’ (Cyclomethycaine, Lilly) 












Page 234 


to get in 
SO Soon’ 


HERE’S HOW 


POLYSAL” 


HELPS YOUR PATIENTS 
1 


POLYSAL prevents and corrects hypo- 
potassemia without danger of toxicity’ 


2 


POLYSAL corrects moderate acidosis 
without inducing alkalosis! 


3 


POLYSAL replaces the electrolytes 
in extracellular fluid! 


4 


POLYSAL induces copious excretion 
of urine and salt! 
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Polysal, a single I.V. solution to build electrolyte balance, 
is recommended for electrolyte and fluid replacement in 
all medical, surgical and pediatric patients where saline or 
other electrolyte solutions would ordinarily be given. 
Available in distilled water—250 cc. and 1000 cc. and in 
5% Dextrose—500 cc. and 1000 cc. 


INSTEAD OF UNPHYSIOLOGICAL 
“PHYSIOLOGICAL SALINE’? MAKE 


POLYSAL 


YOUR ROUTINE PRESCRIPTION 


1. Fox, C.L. Jr., et al. 
An Electrolyte Solution Approximat- | CUTTER | 


ing Plasma Concentrations with 
Increased Potassium for Routine 
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Fluid and Electrolyte Replacement. CUTTER Latorator'es 
J.A.M.A., March 8, 1952. orenecer cas ‘ 
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Dr. John F. Conway is Named New Mexico Society President 


Dr. Conway : 


Dr. John F. Conway of Clovis, New 
Mexico, was elected president of the New 
Mexico Medical Society at its Seventy-second 
annual meeting in Santa Fe, New Mexico, 
May 13-15. The meeting was the largest in 





ad Society’s history with an attendance of 

Other officers elected were Dr. Stuart W. 
Adler of Albuquerque, president-elect; Dr. 
Earl Malone of Roswell, vice-president; and 
Dr. Lewis M. Overton of Albuquerque, se- 
cretary-treasurer. 

The 1955 meeting will be held in Albu- 
querque during the first week in May. 

Dr. Conway, who succeeded Dr. A. S. 
Lathrop of Santa Fe as president, has been 
president of the Board of ‘l'rustees of the 
New Mexico Physicians Service since its 
start in 1946 and has been a member of the 
State Board of Medical Exarniners of New 
Mexico for the last five years. 

Dr. Conway was born in Elinira, N. Y., in 
1909. He attended Elmira schools and re- 
ceived B. A. and M. A. degrees from Bucknell 
University and his M. D. degree from the 
University of Rochester Medical School. He 
interned at the Geisinger Memorial Hospital 
in Danville, Pa., where he also took his re- 
sidency. He was at Mayo Clinic from 1937 
to 1940 on a Mayo Foundation Fellowship 
in Surgery. 

From 1940 to 1942 he engaged in private 
practice at the Gunning Clinic in Galesburg, 
Ill. He served for three years in the Army’s 
Medical Corps and emerged with the rank 
of captain. He moved to Clovis following 
World War II. 

His practice is limited to surgery and he 
is a Fellow in the American Colleye of Sur- 
geons and a Diplomate of the American 
Board of Surgery. Dr. Conway is married 
and the father of three children. 


Dr. Blasingame Succeeds Dr. Turner in Texas 


Dr. George Turner of El Paso was suc- 
ceeded as president of the.Texas Medical 
Association by Dr. F. J. L. Blasingame of 
Wharton, Texas, at the annual meeting of 
the Association May 1-5 in San Antonio. 

Other new officers include Dr. J. L. 
Cochran of San Antonio, president-elect, and 
Dr. Jim Terrell of Stephenville, Texas, vice- 
president. The 1955 convention will be held 
in Fort Worth next May. 

Accomplishments of the Association under 
Dr. Turner’s administration include the fol- 
lowing: 

1. Study of a plan to put a deductible 
clause in health insurance plans. The plan 
has been referred to the Committee on Med- 
ical Economics and Insurance. 

2. Establishment of a policy to guide phy- 
sicians in the field of television. 

3. Approval of a booklet to be used as a 





guide for prospective students in fields as- 
sociated with the medical profession. 

4. Clarification of the physician-hospital 
relationship. 

5. Reaffirmation of the interest in and 
support of state and county health depart- 
ments. 

6. Permanent establishment of the Texas 
Student Day program. 

7. Permanent establishment of an annual 
meeting of county medical society presidents 
in Texas. 





Urological Association to 
Meet in New York 


The forty-ninth Annual Meeting of the 
American Urological Association will be held 
at the Waldorf Astoria Hotel, New York 
City, May 31, June 1, 2, 3, 1954. 
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President Conway’s Address to New Mexico Medical Society 


I am, of course, deeply appreciative of the 
honor of being chosen as your president for 
the coming year, but considerably awed by 
the volume and importance of the work 
which must be done. The past year has of- 
fered an opportunity to gain familiarity with 
our problems by observing the activities of 
your officers in their efforts to carry on the 
business of the State Society in an effective 
way. At the same time that I pledge the best 
of which I am capable during the coming 
year it must be emphasized that sincere in- 
terest, willingness to work, and whole heart- 
ed support from a great majority of the 
members of this society are essential factors 
in the making of a satisfactory year for New 
Mexico medicine. 

Committees composed of men who are ¢a- 
pable and enthusiastic have been appointed. 
We want them to feel free to seek the help 
and guidance of the Council in carrying out 
their work. It is requested that they make a 
brief report of their activities to the Council 
by October 10th and again by January 10th 
for its information. By those dates there 
should be some evidence of progress, or ob- 
stacles requiring a revamping of their pro- 
gram should be apparent. There are very 
definite problems for the attention of each 
of these committees to which in addition 
other matters as they arise will be referred. 


The Legislative Committee 


R. C. Derbyshire, M. D., Co-Chairman, 
Santa Fe 

W. O. Connor, Jr., M. D., Co-Chairman, 
Albuquerque 

C. L. Womack, M. D., Carlsbad 

R. P. Beaudette, M. D., Raton 

H. W. Hodde, M. D., Hobbs 

I. J. Marshall, M. D., Roswell 

Ashley Pond, M. D., Taos 

E. M. Warner, M. D., Tucumeari 

W. D. Dabbs, M. D., Clovis 

J. A. Rivas, M. D., Belen 

L. L. Daviet, M. D., Las Cruces 

L. F. Hamilton, M. D. Artesia 

W. J. Hossley, M. D., Deming 

W. E. Oakes, M. D., Los Alamos 

R. E. Watts, M. D., Silver City 

J. A. Evans, M. D., Las Vegas 

Wendell Peacock, M. D., Farmington 


A — Should determine the views of the mem- 
bership regarding: 
(1) The need for any legislation. 
(2) The type of legislation required. 
(3) The extent to which members or 
individuals are willing to support a 
legislative program. 


B — It should initiate discussion of any con- 
templated program with candidates for 
office so that they will be familiar with 
our problems and suggested solutions 
therefore. 





C — It should inform our members as to the 
stand taken by these candidates on pro- 
blem of legitimate interest and im- 


portance to us. 


D — It should discuss such of our problems 
as may be of intimate concern to other 
groups with those groups. 





E—It is my hope that the House of De- 
legates will outline general principles 
for the guidance of this committee. It 
should be allowed considerable latitude 
as to the exact measures which it takes 
in an effort to accomplish your will. 


Public Relations Committee 


Leland S. Evans, M. D., Chairman, 
Las Cruces 

Robert P. Beaudette, M. D., Raton 

H. L. January, M. D., Albuquerque 

Oscar G Fischer, M. D., Farmington 

Frank W. Parker, M. D., Gallup 

U. S. Marshall, M. D., Roswell 

M. Zenos Smith, M. D., Socorro 

George W. Prothro, M. D., Clovis 

Junius A. Evans, M. D., Las Vegas 

C. L. Womack, M. D., Carlsbad 

William J. Hossley, M. D., Deming 


A—This committee should work closely 
with the legislative committee to assure 
the understanding by the profession, 
the public and the legislature of our 
legislative program. 


B — It should acquaint itself, the profession 
and the public with the problems of 
medical care of veterans and with the 
views of the American Medical As- 
sociation regarding this matter 

C — It should meet with representatives of | 
the press and radio to work for mutual 
understanding of our problems, to at- 
tempt to solve these problems as pre- 
viously recommended, to acquaint the 
members of this Society as to their part 
in maintaining satisfactory relations 
with the press and radio, the while be- 
ing ethical in their doctor-patient re- 
lationship. 





D — It should initiate a program directing 
the attention of members to the im- 
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portance of becoming more familiar 
with and paying more heed to the prin- 
ciples involved in the code of ethics. 


E—It should encourage doctors to take 
every means, including the display in 
offices of the plaque provided by the 
American Medical Association for this 
purpose, to assure patients that services 
will be rendered at a reasonable cost 
and that discussion regarding this as- 
pect of the patients care is invited. 





F — It should be suggested to members that 
insurance and welfare patients be seen 
only after verifying thata colleague who 
has been caring for the patient knows 
of the consultation, has agreed to it or 
has been dismissed and that reports 
of agreed-upon consultations be for- 
warded the attending physician. 


G — It should publicize the activities of the 
profession in its attempts to render the 
highest type of medical service. 


Welfare Committee 


Samuel R. Ziegler, M. D., Chairman, 
Espanola 

Daniel H. Cahoon, M. D., Roswell 

Marcus J. Smith, M. D., Santa Fe 

J. Gordon Stance, M. D., Albuquerque 

Lewis M. Overton, M. D., Albuquerque 


1 — Should serve as a body representing the 
New Mexico Medical Society in any 
dealings with agencies concerned with 
welfare or medical care of indigents. 


2— Should continue to work out with the 
department of welfare a fee schedule 
for the approval of the State Society. 


-3 — Should make arrangements to prevent 


the transfer of patients without the 
knowledge of the attending physician. 


4 — Should take steps to simplify necessary 
reports by doctors to the welfare de- 
partment. 


5 — Should consider the advisability of re- 
commending to the legislative com- 
mittee introduction of an “indigent sup- 
port” bill to fix upon families some fi- 
nancial responsibility in instances 
where they are able to accept it to the 
end that (a) general population is not 
forced to assume the cost of care which 
should be a family responsibility and 
(b) the physician is not requested to 
accept, as purely welfare patients, those 

people whose families are able to pay 

for part or all of their care. 
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The Insurance Committee 


Lewis M. Overton, M. D., Chairman, 
Albuquerque 

Gerald A. Slusser, M. D., Artesia 

Omar Legant, M. D., Albuquerque 


1 — Should handle all insurance matters 
except those related to our voluntary 
prepaid health insurance plan—the pro- 
vince of New Mexico Physicians Serv- 
ice. 


2 — Should explore with the carriers of our 
group disability policy ways and means 
of increasing the length of time of pay- 
ment of indemnity for sickness. At 
present it is limited in our Washington 
National policy to 24 months for non- 
confining sickness and to 60 months for 
confining sickness. The Commercial 
Casualty policy limits payments for dis- 
ability due to accident to five years. The 
payment of sickness indemnity is li- 
mited in this policy to 52 weeks. Pro- 
vision should also be made for the pay- 
ment of some benefits for partial dis- 
ability. 


A— Efforts to obtain a group malpractice 
policy for the Society should be review- 
ed. 


B—Brief uniform insurance reporting 
forms should be agreed upon by com- 
panies whose claimants we see to the 
end that such reports can be rendered 
with a minimum of paper work. In the 
instance where more information is re- 
quired a narrative report should be ac- 
cepted. 


C — Arrangements should be made with re- 
presentatives of insurance companies 
doing business in this state to the end 
that (1) doctors caring for patients will 
be notified if consultation is desired 
(2) the approval of the doctor for such 
consultation should be gained or he 
should be dismiseed, (3) the doctor re- 
ceives reports of consultation to which 
he has agreed. 


D—This committee should also. concern 
itself with other insurance matters, ex- 
cepting those regarding prepaid health 
insurance, as they arise. 


Advisory Committee on Selective Service 


H. L. January, M. D., Chairman, 
Albuquerque 

George S. Morrison, M. D., Roswell 

Raymond L. Young, M. D., Santa Fe 


1 — Contrary to what our impression has 
been it now becomes necessary to have 
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a committee for this purpose. Dr. H. 
L. January and Dr. George Morrison 
are again asked to serve on this com- 
mittee. Dr. Ray Young has agreed to 
replace Dr. Travers who has retired and 
to whom we wish to express our ap- 
preciation for past services. 


American Medical Education Foundation 


I. J. Marshall, M. D., State Chairman, 
Roswell. 


1— The work of Dr. Marshall regarding 
this project has been diligent and he 
is respectfully requested to continue it. 


Rural Health Committee 


Michel Pijoan, M. D., Chairman 
Espanola 


1— Dr. Pijoan has done an outstanding job 
of research into the problems of rural 
health in New Mexico. His work has 
been published and is of great help to 
the State office in providing inform- 
ation to doctors considering locating in 
New Mexico. He has agreed to continue 
this work. As the need requires other 
members may be asked to accept ap- 
pointment to this committee to help 
with specific problems. 


New Mexico Physicians Service 


1— Should continue the functions it has 
been fulfilling in providing the people 
of this state with a profesionally spon- 
sored and supported voluntary health 
plan. 


2— Should work for a more complete un- 
derstanding of the plan and what it is 
actually doing for the public and the 
profession. 


3 — Should provide information to members 
as requested regarding health insurance 
in general. 


4.— Should call the attention of the Society 
to any plan which provides for profes- 
sional services in the hospitalization 
section of the contract. 


The Board of Supervisors 


1— Should continue the type of work it 
has done in the past. 


2 — Should constitute a body to which ethical 
problems can be presented in an effort 
to forestall difficulties. 
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3 — In order to act effectively and promptly 
this group should meet not less often 
than once in two months and preferably 
once a month depending on the amount 
of work submitted to it. 


4 — Proper action should be taken by the 
House of Delegates to elect alternates 
for each delegate to ensure the presence 
of one from each district at all meet- 
ings, Suggested nominees for this 
board should become candidates only 
after having had an opportunity to 
decide whether or not they feel they 
can and will devote the necessary time 
to this very important part of the work 
of the profession. 


That, I think, about does it in so far as our 
present plans go. If there are now or if there 
should appear other matters regarding which 
you feel action should be taken we shall ap- 
preciate hearing from you either as indiv- 
iduals or as County Societies. 





Dr. Bob Homan Recovering 
in Southwestern General 


The Editors of SOUTHWESTERN MEDICINE 
are happy to be able to report that Dr. Robert 
B. Homan, Jr., is on the road to recovery after 
a most severe case of pneumonia which has 
confined him to Southwestern General Hospital 
of El Paso for several weeks. 


It is hoped that Dr. Homan will again be 
writing his popular, widely-read and influential 
column, “De Rebus Medicis et Politicis,” for 
the July edition of SOUTHWESTERN MED- 
ICINE. 











Three El Paso Doctors Speak 
in Fort Stockton 


Three El Paso physicians were guest 
speakers at the postgraduate training semi- 
nar held May 18 in the Little Community 
Building in Fort Stockton, Texas. The semi- 
nar was sponsored by the Texas Academy 
of General Practice and the E] Paso Division 
of the University of Texas Postgraduate 
School of Medicine. 


The physicians who spoke at the seminar 
were Drs. Jesson L. Stowe, obstetrics; 
Clement Boehler, gynecology, and Basil K. 
Byrne, pediatrics. Dr. George A. Hoffman 
of Fort Stockton was in charge of local ar- 
rangements. 
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Dr. Oscar W. Thoeny New President 
of Arizona Medical Association 


Oscar W. Thoeny, M. D., of Phoenix was 
inaugurated as president of the Arizona 
Medical Association at the 63rd annual meet- 
ing in Chandler. The convention, at the San 
Marcos Hotel, was the largest and one of 
the most successful in the Association’s 
history 

The first regular session of the House of 
Delegates was held Monday, April 26, and 
the second regular session of this body held 
Wednesday, April 28. The following officers 
of the Association were elected: 


President-Elect 
Harry E. Thompson, M. D., Tucson 


Vice-President 


Abe I. Podolsky, M. D., Yuma 


Secretary 


D. W. Melick, M. D., Phoenix (re-elected) 


Treasurer 
Clarence E. Yount, Jr., M. D., Prescott 
(re-elected) 


Speaker of House of Delegates 
Lindsay E. Beaton, M. D., Tucson 
(re-elected) 


Editor-in-Chief 


, 
R. Lee Foster, M. D., Phoenix (re-elected) 


Central District Councilors 
(from term of 3 years): 
Carlos C. Craig, M. D., Phoenix 
John A. Eisenbeiss, M. D., Phoenix 


Northeastern District Councilor 
(for term of 3 years): 


Donald F. DeMarse, M. D., Holbrook 


Southwestern District Ceuncilor 
(fer term of 3 years): 
John F. Stanley, M. D., Yuma 


Dr. Thoeny, of Phoenix, assumed the 
office of President; Edward M. Hayden, 
M. D., of Tucson, Past President, assumed 
the office of Councilor-at-Large; Jesse D. 
Hamer, M. D., Phoenix, Delegate to the 
American Medical Association; and Robert 
E. Hastings, M. D., Tucson, Alternate De- 
legate to AMA, continuing their unexpired 
terms of office, as does likewise, Kent H. 
Thayer, M. D., Phoenix, Central District 
Councilor; Ernest A. Born, M. D., Prescott, 
Northwestern District Councilor; Guy B. 
Atonna, M. D., Douglas, Southeastern Dis- 
trict Councilor; Wilkins R. Manning, M. D., 
and Royal W. Rudolph, M.D., both of Tucson, 
serving as Southern District Councilors. This 


completes the roster of officers of this As- 
sociation for the fiscal year 1954-1955. 

Registration totaled 335, the largest in 
the history of the Association since organiza- 
tion in 1892. 

Symposiums presented by representatives 
of the University of Wisconsin School of 
Medicine and the Stanford University School 
of Medicine were outstanding. 

The 64th Annual Meeting of the Associa- 
tion is scheduled to be held in Tucson, 
Arizona, the time and headquarters to be de- 
termined by Council at a scheduled meeting 
to be held the latter part of this month. 





Cardiology Subject of First El Paso 
Post - Graduate Session 


The first teaching session of the El] Paso 
Branch of the Post Graduate School of Me- 
dicine of the University of Texas will be held 
in El Paso June 13 at Providence Memorial 
Hospital. 

Subject for the program will be “‘Cardio- 
logy.”” The session will start at 8 a. m. and 
end at 5:30 p. m. The Texas Chapter of the 
American Academy of General Practice will 
give an eight hour credit for the course. 

The course is open to all physicians of the 
Southwest upon payment of a tuition fee 
of $10. 

The morning program is as follows: 

“Treatment of Hypertension with the 
Newer Drugs,” by Dr. Ross Rissler of El 
Paso; “Rheumatic Heart Disease—Its Re- 
cognition and Treatment” by Dr. Charles P. 
C. Logsdon of El] Paso; “Angina Pectoris— 
Recognition and Treatment” by Dr. George 
R. Herrmann, Professor of Medicine at the 
University of Texas School of Medicine at 
Galveston; and “Coronary Occlusion—Re- 
cognition and Treatment” by Dr. Herrmann. 

A luncheon will be given at noon at which 
addresses will be presented by Dr. W. H. 
Elkins, president of Texas Western College, 
and Dr. F. J. L. Blasingame, incoming pres- 
ident of the Texas Medical Association. 

In the afternoon subjects and speakers 
will be “Heart Disease as Related to Surgery 
and Pregnancy” by Dr. Chester Awe of El 
Paso; “Quinidine, Digitalis and Related 
Drugs—Their Indication in Treatment” by 
Dr. Lester C. Feener of El Paso; “Low So- 
dium Diet” and “Resins and Diuretics” by 
Dr. Ear! Beard of Houston, outstanding car- 
diologist. 
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Aphorisms and Memorabilia 


Truths and Concepts Concerning Neuro - Psychiatry 


By ANDREW M. BABEyY, M. D., LAS CRUCES 


1. “Even the so-called highly scientific 
suggestion-therapy employs the wares of the 
medicine-man and the exorcising shaman. 
And please, why should it not? The public 
is not even now much more advanced, and 
it continues to expect miracles from the 
doctor. And truly those doctors should be 
deemed clever — worldly-wise in every res- 
pect — who understand the art of investing 
themselves with the halo of the medicine- 
man. Not only have they the biggest prac- 
tices, they have also the best results. This 
is simply because countless physical maladies 
(leaving out the neuroses) are complicated 
and burdened with psychic elements to an 
extent scarcely yet suspected. The medical 
exorcist’s whole behaviour betrays his full 
valuation of the psychic element when he 
gives the patient the opportunity of fixing 
his faith firmly upon the doctor’s mysterious 
personality. Thus does he win the sick man’s 
mind, which henceforth helps him indeed to 
restore his body also to health. The cure 
works best when the doctor really believes 
in his own formulae, otherwise he may be 
overcome by scientific doubt and so lose the 
correct, convincing tone.” — Psychological 
teflections, A. Jung Anthology, 1953, p. 74. 


2. “The neurotic is ill not because he has 
lost his old faith, but because he has not yet 
found a new form for his finest aspirations.” 
—loc. cit., p. 82. 








3. “Where love rules, there is no will to 
power; and where power predominates, there 
love is lacking. The one is the shadow of 
the other.”—loc. cit., p. 87. 


4. “The erotic instinct is something ques- 
tionable, and will always be so whatever a 
future set of laws may have to say on the 
matter. It belongs, on the one hand, to the 
original animal nature of man, which will 
exist as long as man has an animal body. 
On the other hand, it is connected with the 
highest forms of the spirit. But it blooms 
only when spirit and instinct are in true 
harmony. If one or the other aspect is miss- 
ing, then an injury occurs, or at least there 
is a one-sided lack of balance which easily 
slips into the pathological. Too much of the 
animal disfigures the civilized human being, 
too much culture makes a sick animal.’”— 
loc. cit., p. 98. 


5. “Traditionally, man is regarded as the 
disturber of marital peace. This legend comes 
from times long past, when man still had 





time to pursue all manner of pastimes. But 
today life makes such demands on man, that 
the noble hidalgo Don Juan is to be seen no- 
where save in the theatre. More than ever 
man loves his comfort; for ours is an age of 
neurasthenia, impotence, and easy chairs. 
There is no longer a surplus of energy for 
windowclimbing and duellos. If anything is 
to happen in the way of adultery it must not 
be too serious. In no respect must it cost too 
much, hence the adventure can be only of a 
transitory kind. The man of today is entirely 
averse to jeopardizing marriage as an ins- 
titution.”—loc. cit., p. 106. 


6. “A psychotherapist should not expect 
great transformations equivalent to a psy- 
chological rebirth or a complete reorganiz- 
ation of the patient’s personality. The re- 
sults which can be achieved in this repair 
work are limited by the caliber of the or- 
iginal material (constitution plus young 
ego), the degree of damage (infantile trau- 
mas and adult frustrations), and what re- 
mains to be worked with (adult ego plus the 
reality situation.) In people, as in clothes, 
some materials are finer to begin with and 
a repaired article is never as good as the 
new one.’”’—K. M. Colby, A Primer for Psy- 
chotherapists, Ronald Press Co., 1951, p. 3. 


7. “In speaking of the goal of psycho- 
theraphy, the term ‘cure’ frequently intrudes. 
It requires definition. If by ‘cure’ we mean 
relief of the patient’s current neurotic dif- 
ficulties, then that is certainly our goal. If 
by ‘cure’ we mean a lifelong freedom from 
emotional conflict and psychological pro- 
blems, then ‘that cannot be our goal. Just 
as a person may suffer pneumonia, a frac- 
ture, and diabetes during his lifetime and 
require particular minimizing and separate 
treatment for each condition, as another 
person may experience at different times a 
depression, impotence, and a phobia, each re- 
quiring psychotherapy as the condition ar- 
ises. Our aim is to treat the presenting pro- 
blems, hoping that the work will strengthen 
the patient against further neurotic dif- 
ficulties but realizing that therapy cannot 
guarantee a psychological prophylaxis.” 
Colby — loc. cit., p. 4. 


8. “Finally, it is not the goal of psycho- 
therapy, to produce an ideal or model person. 
Everyone in life must learn to withstand a 
certain amount of emotional tension. That 
the patient who has undergone psychother- 
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apy is one who is placid, emotionless, lovable, 
good-natured, and guiltless, no matter what 
happens to him, is an illusion in which neith- 
er the patient nor the therapist must invest, 
however strongly our culture insists on wor- 
shiping such a psychological saint.” Colby.— 
loc. cit., p. 4. 


9. “There is much suffering and unhap- 
piness in the world which psychotheraphy 
can do nothing about. And establishing rules 
of conduct is not our province. Hence pa- 
tients searching for happiness in terms of 
formulas or right-wrong precepts are certain 
to be disappointed by a psychotherapy which 
has the goal only of relieving neurotic or 
psychotic distress.”” — loc. cit., p. 5. 


10. “Another common denominator is the 
degree of education and literacy. Those who 
are accustomed to dealing in words and ideas 
and who think about their thoughts and be- 
havior comprise the bulk of patients who 
spontaneously apply for psychotherapy.” — 
loc. cit., p. 12. 


11. “Yet there are certain neurotic cha- 
racters with one or both of the latter con- 
ditions who usually avoid psychotherapy. 
Antisocial characters (psychopaths), some 
sexual deviants (voyeurs, sexual masochists, 
etc.), many alcohol and drug addicts, and 
other impulsive personalities rarely wish sin- 
cerely to change their basic personality struc- 
ture. They come to the psychotherapist-only 
when forced, for secondary gains, or if they 
develop extremely unpleasant symptoms. 
Hence it is usually the case that most vo- 
luntary patients possess a character struc- 
ture of some reliability and social conform- 
ity.” — loc. cit., p. 13. 


12. “Some doctors with a genuine feeling 
for people are quite gifted in suggesting psy- 
chotherapy without assaulting the patient’s 
self-esteem and without making him feel that 
he is being sloughed off as a nuisance. There 
are others, however, who make a mess of 
things by curtly dismissing the patient as 
a ‘neurotic who ought to be psychoanalyzed’ 
or by promising the patient a quick cure if 
he will just stop bothering him and see a 
psychiatrist a few times.”’ — loc. cit., p. 13. 


13. “Other people who may influence the 
patient to come include friends and relatives. 
It is futile to attempt psychotherapy with 
someone who comes only to appease a goad- 
ing relative or loved one. These patients 
lump you with their dominators, and the 
resultant transference resistances augur a 
poor prognosis for therapy.”’—loc. cit., p. 14. 


14. “Psychotherapy is not for everyone. 
This undemocratic fact may conflict with 
your belief as a physician that all who ask 
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for help should receive it. However, it is 
an unshirkable reality that there are many 
people with neuroses who do not respond to 
psychotherapeutic process favorably and 
proportionately enough to make the time and 
effort put in by both parties worth while. 
Hence one should have some ideas about 
which patients to send away and which to 
attempt to treat.” — loc. cit., p. 14. 


15. “Outstanding among educationally in- 
duced handicaps are the detachment and 
dehumanization achieved in medical school. 
One learns to become interested almost en- 
tirely in diseases per se rather than in the 
people who have the diseases. A once-active 
imagination may become stunted in the name 
of a false scientific objectivity. The tra- 
ditional medical single cause-and-effect con- 
cept of disease narrows the observation and 
sympathetic understanding of inter-human 
processes.”” — loc. cit., p. 20. 


16. “Fenichel has said that the patient’s 
wish to be cured by a magician may be 
equaled by the therapist’s wish to be a ma- 
gician. A diplomaed authority may be un- 
aware that he is magically convincing him- 
self of his own omnipotence. Too, there is 
in every healing profession the temptation 
to play God, and an all-wise, all-powerful- 
acting therapist may soon run into unpleas- 
ant difficulties, just as new-found powers 
proved heady for the sorcerer’s apprentice. 
A psychotherapist is really not God, nor 
even a close relative of his.’”’ — loc. cit., p. 21. 


17. “Most beginners are aware of the 
sexual feeling which may arise in psycho- 
therapy. Some recognize their hostile and 
aggressive attitudes toward the patient. 
More difficult to realize are the narcissistic 
needs and defenses which the therapist has 
at stake in the therapeutic process. When 
one has spent years of hard work at train- 
ing to become an expert and has achieved a 
rather special status in our society, it may 
not be easy both to hold a favorable opinion 
of one’s self and to be reminded of weakness- 
es, mistakes, and failures. Patients quickly 
learn whether or not they can produce a 
response when they openly doubt your know- 
ledge, experience, or ability to help them. 
Those youthful in appearance have the ad- 
ditional problem that this characteristic may 
be seized on by the patient as a visible target 
for bombarding the therapist’s self-esteem. 
The danger is a defense of overcompensation 
wherein the therapist tries too hard to de- 
monstrate his ability, usually through over- 
interpretation.” — loc. cit., p. 22. 


18. “Your work will never be flawless. 
The important thing is not that we have some 
degree of narcissism of that we want to be 
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prefect, but that we are aware of when it 
is a narcissistic blow that is determining 
our reaction to the patient and when we have 
made a technical error.” — loc. cit., p. 22. 


19. “It is not the job of the psychothera- 
pist to give love, to offer himself as an ex- 
ample of a normal or model person, or to 
instruct the patient on how to live a proper 
life. The patient has had people for many 
years telling him what he should do and 
exactly how he should do it. For him to talk 
to someone who does not nag and moralize is 
a special experience which can permit him 
to grow to feel that he is a responsible adult 
rather than a naughty child.” — loc. cit., p. 
23. 


20. “It is unsound to try to impersonate a 
psychotherapist. If the way you act as a 
therapist is greatly different from the way 
you are as a person, then the facade will 
drain energies needed for other aspects of 
therapy and your patients will soon learn of 
this artificiality.” — loc. cit., p. 24. 


21. “To remain serene in the face of trans- 
ference aggressions and to treat patients 
with a gentle benevolence requires that the 
therapist himself be in good physical and 
emotional condition. If you have a pain or 
feel sleepy or ‘hung over’, then you should 
not see patients until your malaise has clear- 
ed. Likewise, if some personal emotional 
problem is making a therapist uncontrollably 
‘crabby’, anxious, or depressed, then he is in 
no shape to do his best for the patient. Like 
an athlete, the psychotherapist has to keep 
himself in an efficient working state.” — 
loc. cit., p. 24. 


22. “Therapists with sexual conflicts may 
unwittingly influence the patient to talk only 
of sexual matters. Therapists with anxieties 
concerning aggression may avoid dealing 
with similar material from the patient or 
counterphobically prod the patient into be- 
having aggressively toward them.” — loc. 
cit., p. 26. 


23. “In passing it should be added that 
if a therapist fails appointments or is un- 
punctual, the patient may justifiably accuse 
him of having counter or collateral resis- 
tances.” — loc. cit., p. 29. 


24. “Patients may attempt to prolong the 
interview by asking questions at the end re- 
quiring a lengthy discussion or trying to en- 
gage the therapist in a social conversation 
after he has stated that the time is up. To 
questions at this time one answers, “let’s 
discuss that next time” or Let’s talk about 
it some more next time before you try to 
make up your mind.” Attempts to launch 
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a social conversation, which may represent 
the isolation of therapy from real life or a 
striving for gratification in the transference, 
are parried by the therapist by not ‘playing 
the game’.” — loc. cit., p. 30. 

25. “Gifts (books, pictures, clothing, etc.) 
which the patient may bring to the therapist 
can also be considered as evidence of de- 
fensive purpose. The giving may have sev- 
eral meaning—to express love, hoping for 
love in return, to pacify a feared parent 
figure, to place the therapist in debt, etc. 
Whether one accepts or refuses the gift the 
important idea is that the therapist recog- 
nizes its transference-resistance motivation 
and introduces an examination of this be- 
havior into the interview discussions. Ther- 
apists who frequently receive gifts from all 
sorts of patients can profitably explore in 
themselves the unconscious equation, gifts— 
love.” — loc. cit., p. 37. 


26. ““By the time one has become some- 
thing of a psychotherapist, his medical dia- 
gnostic judgment has suffered a disuse atro- 
phy of such a proportion that he is really 
no longer a reliable medical man. This plus 
other wellknown theoretical and practical 
transference reasons determines the policy 
that the therapist should refrain from doing 
physical examinations on his patients. If 
an examination is required before therapy, 
a colleague can perform it. If, during the 
course of therapy the patients develop 
symptoms which, after careful consideration, 
the therapist feels might have an organic 
basis, he can have an internist examine the 
patient.” — loc. cit., p. 38. 


27. “Various problems concerning eti- 
quette may arise, particularly with women 
patients. Though he acts as naturally as 
possible during the interview, a psychother- 
apist must at.times bypass certain chivalries, 
e.g., helping the patient on with her coat, 
picking up what she drops, and lighting her 
cigarettes. With men one usually shakes 
hands at the first meeting but not in sub- 
sequent ones. In addressing the patient by 
name, the prefix ‘Miss’ or ‘Mrs.’ should be 
used with women. ‘Mr.’ with men is optional 
but it emphasizes the professional nature of 
the relationship and circumvents the pa- 
tient’s calling you by your first name.” — 
loc. cit., p. 39. 


28. “Also one must guard against a ten- 
dency to squeeze the patient into a prema- 
turely formulated theory or even sometimes 
fit the patient into a theory one is currently 
reading about. The chief activities of the 
therapist in these early interviews are listen- 
ing and occasionally questioning. Even the 
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questions should be limited and not too nu- -f 
merous, so as to avoid muzzling the patient’s 
spontaneous remarks. It is true that at times; 
the therapist must give assurance or perhap 
point out something to the. knowledge-hungry; 
patient just to keep the therapy going for a’ 
few more interviews until more extensive i in- | 
terpretations can be made.” — loc. cit. p. 69." 


29. “No friend or relative of the patient 
in therapy should be seen by the therapist 
without the spoken knowledge and permis- 
sion of the patient. 
then the relative cannot be allowed a visit. 
If the patient agrees, then the relative should 
understand that his conversation with the 
therapist will be reported to the patient. 
These requirements often are sufficient to 
discourage potential meddlers.” — loc. cit., 
p. 71. 


30. “Besides the therapist’s realistic role 
of showing interest and understanding for 
the patient as a suffering person, further 
and less highly differentiated forms of af- 
fection may be sought by the patient. He 
may wish love in terms of praise, sympathy, 
pity or direct expressions of being liked. 
To receive from the therapist smiles, en- 
couragement, or simply words alone, regard- 
less of content, may give him a lifting feel- 
ing of well-being equivalent to being loved.” 
—loc. cit., p. 2.08. 


31. “Indications of this attitude are the 
patient’s attempts to make the therapist 
laugh, frequent asking for suggestions or in- 
formation, or appeals for sympathy by ex- 
aggerating the severity of unpleasant situa- 
tions. He may bring gifts or do favors, 
hoping for a return of the thus-given af- 
fection. When desires for affection are frus- 
trated, the therapist notes the patient’s over- 
reaction to a realistically slight rejection. 
For example, if a patient requests to be seen 
at a certain time and the therapist explains 
that he cannot because someone else has 
that hour, the patient may act and look se- 
verely hurt. Or he may feel intensely jealous 
of other patients and show his resentment by 
criticizing them or fuming at any interrup- 
tion of his interview time by them. An ex- 
treme form of the expectation of affection 
from the therapist consists of desiring actual 
physical loving contact with him. Signals 
of such a desire are frank seductiveness by 
look and act, touching the therapist, or ex- 
pressions of jealousy toward his wife who 
enjoys this intimacy.” — loc. cit., p. 109. 


32. “As the re-edition of a parent, the 
therapist takes over in the eyes of the patient 
attributes of strength and magic commonly 
ascribed by children to adults. Surrounded as 
he is in reality by the emblems (educational 
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degrees and a title) of one type of authority 
in our culture, ‘the therapist is predisposed 
to exaggerations of his power by the patient. 
To the patient a powerful authority who can 
reward, punish, and protect must be handled 
gingerly. Only things that can be pleasant 
must reach his ears. This authority must 
be cautiously sounded out for a long time 
in an effort to learn what areas can be de- 
marcated as ‘safe’ and ‘dangerous’. If one 
‘succeeds in pleasing the potentate, he is re- 
‘warded by an invulnerable protection against 


‘ ful figure, feared and respected, is also hated 


for the restriction his assumed authoritaria- 
nism commands.” — loc. cit., p. 109. 


33. “Strangely enough it often happens 
that the patient acts and feels as if the ther- 
apist were his child.” — loc. cit., p. 112. 


34. “This phenomenon is particularly fre- 
quent when the patient is in fact older than 
the therapit. It does not necessarily lessen 
the therapist’s powers to help, since the 
bright son is respected for his professional 
abilities. But in other aspects he becomes the 
object of protective mothering or fathering. 
For example, the patient may become so- 
licitous about the therapist’s health, instruct- 
ing him to take better care of himself if he 
has a cold or warning him that he is working 
too hard. Women knit sweaters or bring 
food. Men offer advice about men’s problems 
such as cars, investments, and business mat- 
ters.” — loc. cit., p. 112. 


35. “In psychotherapy the therapist should 
neither induce the patient to undertake treat- 
ment nor talk him into continuing it. If the 
patient is convinced that he wishes to stop, 
the therapist can only concur and not tamper 
with the defense.” — loc. cit., p. 135. 


36. “Before entering a discussion of tech- 
niques, let us first consider what I feel to be 
the chief error made in the psychotherapy of 
schizophrenias. It is that the therapist does 
not recognize he is dealing with a schizo- 
phrenia at all. The patient is mistakenly 
viewed and treated as a neurotic.” — loc. 
cit., p. 142. 


37. “Patients with schizophrenia become 
successively fascinated with all sorts of 
esoteric cults, fads, and mystical systems of 
thought. They show an eager curiosity about 
complex religious and philosophic questions. 
Psychological theories, electronic machines, 
and currently publicized sciences such as 
cybernatics or semantics are favorite sub- 
jects. As one interest fades, another takes 
its place....Although he allies himself with 
groups in this fashion, he seldom feels close 
(Continued on Page 264) 
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Advantages and Disadvantages of Open and 
Closed Treatment of Burns * 


By WILLARD W. SCHUESSLER, M. D., EL PAso 


It certainly gives me a great pleasure to 
discuss burns today. For the last several 
years at the plastic meetings there has been 
a big discussion on the treatment of burns 
as to the best methods, the open or closed 
method. At these plastic meetings the con- 
census of opinion was the fact that the open 
method of treatment of burns led to neglect. 
The open method takes a lot of care and 
probably more care than the closed method. 
Since I have become interested in this sub- 
ject I decided to visit several of these cen- 
ters were they have quite a few burns and 
see which method I liked best, which one 
I could use. So I came back and used part 
of one method on one patient (open and 
closed), and open on the other. This paper 
will deal with my opinion of what treatment 
should be used and how it should be used. 
Now due to the fact that this is such a short 
time and the fact that this paper is so con- 
centrated, I thought that I had better read it. 


Complete Cycle 


In the last 50 years we have passed 
through a complete cycle of treatment of 
burns which included powders, oils, salves, 
sprays, washes, dyes, baths, jellies, and dry- 
ing agents, and open exposure of burns. 
Many of these diverse theories and almost 
all of the radical ideas for local therapy have 
subsequently been proven without merit and 
have been discarded. 

Great advances have been made in treat- 
ment of shock, prevention of infection, skin 
grafting, plastic repair, and maintenance of 
metabolic balance. 

The most important concern in treatment 
of severe burns is the physiology and local 
treatment later. That is another thing that 
has changed. Everyone was harping on the 
local treatment. Now we treat the physiology 
before we do the local treatment. 

Pathology: As you know, burns are usual- 
ly classified in three categories, first degree, 
second degree, and third degree, depending 
on the depth of destruction of tissue. 


— Usually just the ery- 
thema. 


First degree 


Second degree — Extends down into the 
derma. These have bleb 
formation which occurs 








*Presented at the Annual Meeting of District One Medical 
Association of Texas, at El Paso, Texas. 





either between the epi- 
dermis and derma, or 
in the deep epidermal 
layer. This last type is 
very difficult to distin- 
guish from third de- 
gree, particularly dur- 
ing the first week. 


Third degree — All the epithelial ele- 
ments are destroyed. In 
small burns this burn 
will heal from the pe- 
riphery, but in large 
burns they must always 
be grafted early — be- 
tween the third and 
fourth week. 


With better knowledge of physiology, the 
survival of the burn patient must be com- 
puted individually, rather than the percent- 
age of total body surface. Age seems to be 
a more important factor in determining the 
mortality than the extent of burn. The 
younger the patient, the better the survival 
rate. 

Physiology: In the physiology we have 
two phases. We have the acute phase which 
is usually in the first 24 hours and the sub- 
acute phase which is 24-48 hours later. 


Acute phase first 24 hours: 
1. Clinical shock. 
2. External loss of plasma. 
3. Loss of circulating red cells. 
4. Burn edema. 


My treatment during the first 24 hours: 


1. Give opiates for pain. Usually the 
degree of pain is inversely propor- 
tional to the extent and degree of 
burn. That is very true. If you have 
a patient that comes in and is not 
complaining of very much pain and 
you can dress him and do everything 
you want to without giving him 
much opiates you know that patient 
has a very severe burn. If the pa- 
tient is raising a lot of cain it is 
not usually such a bad burn. 


2. Give 1000 to 2000 cc. of blood in 
first 12 hours, depending upon the 
degree of shock. We don’t use plas- 
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ma because in the last year we have 
had about six patients who have had 
plasma that got a hepatitis. 


3. Give by mouth 2000 cc. of solution 
containing 3 gms. of sodium chloride 
and 1.5 gms. of sodium bicarbonate 
per 1 litre of distilled water, as 
Moyer states that ordinary drinking 
water will produce water intoxica- 
tion with symptoms of nausea, vom- 
iting, restlessness, delirium, and 
convulsions. 


4. 2000 cc. of Dextrose in water. 


5. Antibiotics. It is important during 
the first week, except in instances 
where there is an overwhelming 
infection. 


The best index of adequate therapy is 
maintenance of urinary output at 25 to 50 ce. 
per hour or more. It is felt unwise to give 
more than 4000 cc. of blood or plasma or 
more than 4000 cc. of saline during the first 
24 hours, regardless of the extent of the 
burn. The adequacy of therapy in patients 
with severe burns is followed by an hourly 
urine output and, if possible, serial determi- 
nation of the hematocrit, red cell count, or 
hemoglobin. 

After the first 24 to 48 hours half of the 
amount of fluids is usually required and close 
observation of urine output will reveal the 
exceptions. If hemoglobin appears in the 
urine it is frequently a bad prognostic sign 
and may be the onset of a lower nephron, 
nephrosis with renal failure, but the therapy 
should not be altered as long as the kidneys 
respond normally to administered fluids. 


Tap Water 


At this time oral alkaline fluids are dis- 
continued and tap water substituted. Feed- 
ings of a soft diet and liquids are begun if 
vomiting is absent. They should have at 
least 400 gms. of protein every 24 hours. To 
combat nitrogen imbalance the feeding mix- 
ture usually given consists of Dextrimaltase 
and Protolysate (Meade Johnson) and milk. 
If the patient doesn’t like that I will switch 
to Lipomal and Somagen. Each 1000 cc. of 
formula furnishes 2475 calories with 151 gms. 
of protein, 265 gms. carbohydrates and 90 
gms. fat. If you switch to Lipomal and Soma- 
gen I use two tablespoonful of Lipomal and 
two tablespoonful of Somagen in a glass of 
milk and give it three times a day. That fur- 
nishes 5,088 calories or 192 gms. of protein. 
2500 to 5000 calories represents the usual 
average which may be given in addition to 
the house diet in adults. If the patient is 
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unable to take this by mouth it can be given 
by the Murphy drip method or by forced 
feeding pump devised by Blocker. There is 
another way that you can use it if you can’t 
make the Murphy drip work and this pump 
by Blocker costs about $200.00. We have 
rigged up a thermos bottle and have bought 
one of these little pumps that they have down 
here for fish, that puts air into the fish pond; 
and that cost $9.95. You can take this and 
run a rubber tube into your thermos bottle 
and that will push air into this at the rate 
that you want it to drop into the stomach. 
You can use all three methods if you want to. 
Ascorbic acid and vitamin B complex should 
be given by mouth or in the formula. 

In 48 to 60 hours we have the subacute 
phase. During this subacute phase you have: 


. Diuresis. 

. Clinical anemia. 

Negative nitrogen balance. 

. Impaired liver function. 

. Endocrine disturbance. 

. Electrolytic and chemical imbalance. 
. Circulatory derangement. 

Loss of function of the skin as an 
organ. 


SOND wh 


In anticipation of the above and to avoid 
cardiac, pulmonary, and renal embarrass- 
ment, the fluid intake has been reduced. To 
prevent negative nitrogen balance the patient 
has already been placed on an adequate diet. 
Repeated blood transfusions should be given 
to prevent and treat the anemia during the 
necessary period and also to prepare for the 
skin grafting. 

Complications of severely burned patients 
are more common than in former years, such 
as cardiac, pulmonary, thrombophlebitis, 
liver damage and infection, largely because 
more patients survive longer. 

It is not felt that anticoagulant therapy 
is of much value for prevention of peripheral 
circulatory complications. 


Damage Eliminated 


With the use of high carbohydrate and 
high protein supplementary feedings liver 
damage can be largely eliminated. 

At the present time infection of some 
degree seems unavoidable, but can be mini- 
mized by keeping the patient in as good a 
nutritional state as possible, and by apply- 
ing skin grafts as early as possible, within 
about 21 days. 

Tetanus prophylaxis: Tetanus in uncom- 
plicated burns is a rare occurrence, but due 
to the high mortality of this disease, it is felt 
by some that it is important to give routine 
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prophylactic therapy to all severe third de- 
gree burns and burns complicated by open 
wounds. 


Hormone therapy: ACTH and Cortisone 
as part of treatment of burns is not advo- 
cated as a routine therapy, and should not 
be used until more thorough investigation 
has been accomplished. In all the plastic 
meetings, they all say do not give ACTH. 


Respiratory tract burns: These burns are 
frequently overlooked and the patient should 
always be examined for singed nasal hair, 
redness and swelling of nasal, buccal and 
pharyngeal mucous membrane, cough, dysp- 
nea, cyanosis, rales, signs of atelectasis, 
hoarseness and progressive laryngeal eb- 
struction. 


1. In this type of case an adequate 
airway must be maintained by early 
tracheotomy, elevation of the foot of 
the bed, suction, avoidance of over 
sedation, and oxygen. 


2. Give adequate antibiotics to control 
the infection of the respiratory 
tract. 


3. With severe involvement of the pul- 
monary tract it is advisable to allow 
a moderate degree of hemoconcen- 
tration to help prevent pulmonary 
edema and death, even to the extent 
of damage to other organs in hope 
that the patient’s life can be saved. 
This type of burn carries a very 
high mortality. 


Local Treatment: It is now felt that this 
is not the primary concern in the treatment 
of severe burns, but is a secondary concern. 
No single routine is applicable to all burns. 
It depends on: 


1. The time elapsed following burn. 


2. The location of the burn — face, 
encircling the trunk, over the joints, 
etc. 


3. The degree of the burn. 

4. The presence of complicating in- 
juries. 

5. Availability of personnel. 


The two methods currently in use are: 
(1) open or exposure method, and (2) closed 
method (occlusive dressings). 


Open or exposure method: This method 
was first used by Sneve in 1905 and was 
popular for about 20 years, but was discon- 
tinued because the third degree burn patients 
developed overwhelming suppuration beneath 
the neglected slough, and if they survived the 
infection, they developed severe scar con- 
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tracture. In the last few years it was felt 
if these cases had been grafted early the 
overwhelming suppuration would not have 
developed, so Pulaski started treating these 
cases according to the technique of A. B. 
Wallace of Edinburgh in 1946, and he felt 
that he obtained very satisfactory results. 


Open Method 


Dr. Truman Blocker started using the 
open method at about this time also, and he 
reports very satisfactory results. A summary 
of his methods is as follows: “Acutely burned 
patients are stripped of clothing and placed 
on sterile sheets in the open ward without 
debridement of or opening of blebs. Extre- 
mities which are involved are kept constantly 
elevated, using mechanical devices if neces- 
sary. Within 48 to 72 hours thin crusts form 
over the raw surfaces and these are allowed 
to remain untouched as long as they are 
perfectly dry. If the burn is only second 
degree, they will scale off eventually with 
complete healing underneath. If these are 
third degree burns, usually some liquefaction 
appears at the periphery of the dry slough 
in about 14 to 21 days, at which time the 
slough is excised, (the use of Pyruvic acid has 
been discontinued) and the area is covered 
with a single layer of gauze. Patients on the 
open air treatment are given the same gen- 
eral therapy with blood and oral alkaline 
fluids. It has been our practice to use chemo- 
therapy for five days in the form of penicil- 
lin or terramycin. We have, like Wallace 
and his co-workers, noted that fewer of our 
patients require grafting; healing occurs in 
much shorter time than with the use of pres- 
sure dressings; the period of temperature 
elevation is decreased; blcod and protein 
requirements are less; and the length of 
hospitalization in the average case is consid- 
erably shortened.” 


Indications for the open or exposure 
method: 


1. Uncomplicated burns of the face 
and perineum. 

2. Uncomplicated burns so located that 
the patient does not have to lie on 
the burned surface. 


Contraindications for the open or expo- 
sure method: 
1. Encireling burns. 
2. Burns of the hands. 
3. Burns complicated by an open 
wound. 
4. Old burns. 


Closed method; the occlusive dressings: 
The acute burn has usually been sterilized 
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by the causative thermal action, therefore it 
is not necessary to do a debridement or re- 
move blebs. The wound should be treated as 
a surgical wound (cleansed with saline — 
I refer here to the larger burns) and dressed 
under strict precautions using cap, mask, 
gloves, and gown. There are many types of 
dressings such as aluminum foil, vaseline, 
dry, wet, aureomycin, furocin gauze, and 
sulfanomide preparations. The sulfanomides 
and boric ointment have fallen in disrepute 
because of renal complications and severe 
systemic reactions as a result of the unpre- 
dictable absorption and marked individual 
sensitivity. 

I personally like rayon lightly pregnated 
with vaseline next to the burn, then sterile 
pads or cotton waste. Dr. Owens suggests 
using cellophane above the cotton waste to 
keep the capillary attraction from producing 
wound infection. Then a firm but not tight 
bandage. The hands should be bandaged in 
the position of function and the knees and 
elbow joints dressed in extended position and 
the extremities elevated. 

Frequent dressings produce pain, and 
danger of contamination and are usually not 
necessary. These dressings are usually left 
in place for 7 to 14 days and if demarcation 
of the third degree burn is complete the 
slough can be excised and the area prepared 
for early grafting. The dressings on the 
hands should be dressed earlier, in about 
7 days. 


Indications for the closed method: 


1. Burns of the encircling type. 
2. Burns of the hands. 
3. Burns complicated by injuries. 
4. Old infected burns. 


Contra-indications for the closed method: 


1. Face and perineum burns. 
2. Burns not of an encircling type. 


In conclusion I would like to say that re- 
gardless of the type of local treatment, skin 
grafting of third degree burns early should 
be done. 


Dr. Homan: I would like to know whether 
Dr. Schuessler prefers the open to the closed, 
and what his results have been in the cases 
that he had. As he so ably pointed out the 
primary treatment is the electrolyte balance 
of the body and from then on you are deal- 
ing secondarily with a wound. I have heard 
the great Blocker and anyone who knows the 
great Blocker appreciates what I am saying. 
He is quite a guy. He is very enthusiastic 
about his open treatment of burns. He will 
argue you down until 3 o’clock in the morn- 
ing on the subject, any time you want to talk. 
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But I would like to have Dr. Schuessler give 
his opinion as to his results in these cases 
that he has had. 


Dr. Cohen: I was either fortunate or un- 
fortunate to be in Boston at the time of the 
Cocoanut Grove fire. In that disaster there 
were a great number of people who had 
respiratory tract burns. The main thing 
about it was that a number of the patients 
who were seen with little or no signs of out- 
ward skin marks or signs of burns on the 
outer clothing. Within 24 hours these people 
suddenly became very ill with acute pulmo 
nary edema and died. One case that particu- 
larly stands out in my mind was that of a 
young girl who was kept in the hospital only 
because she had come with her parents. She 
had only a very slight first degree burn of 
the upper lip. That evening she began to 
complain of a little distress, a little difficulty 
in breathing, and she died with pulmonary 
edema. At autopsy there was found a com- 
pletely necrotized tracheo-bronchial tree. 
How you can pick those things up is cer- 
tainly something I don’t know because any 
patient who has been present in a location 
where they might have possibly inhaled hot 
gases should certainly be watched for at 
least 24 hours. 


Dr. Lockhart: I would like to ask Dr. 
Schuessler if the new antibiotic, neomycin 
has proved effective in pyocyameus? 


Dr. Schuessler: In answer to Dr. Homan’s 
questions. Personally I like to use the open 
method in the treatment of burns in those 
cases in which it does not encircle the trunk 
or encircle the extremities. Because if you 
have a burn that encircles the trunk or the 
extremities you aren’t treating them with 
the open treatment because part of it is lay- 
ing on his bed and you have much more 
infection if you leave them open than if you 
don’t. The only trouble about the open treat- 
ment of burns is the fact that you have really 
got to treat the patient and do it right. It is 
like it was brought up in these plastic meet- 
ings that usually it leads to neglect. In about 
the second week you start getting a little 
red area around the crust of the burn and 
if you don’t take that little crust off, you 
don’t put saline on it, don’t irrigate it and 
clean it up real good you will get infection 
underneath the whole crust and then you 
are back to what they had difficulty with 
50 years ago. If you have plenty of help, 
you can watch it and do it right, I think the 
open method of treatment of burns, for those 
that don’t encircle the extremities, is prob- 
ably better. However, if you don’t have time 
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to take care of a patient like that I think 
that the closed method of treatment of burns 
is probably the better. 


I certainly agree with Dr. Cohen and that 
is the reason that I brought in that part 
about the respiratory difficulties that we 
have with burns that people neglect to see. 


Experimental Work 


In regards to Dr. Lockhart’s question. I 
don’t know very much about neomycin. | 
have done some experimental work on this 
polymyxin B that they had which is supposed 
to be specific for pyocyameus. The product 
they sent me was the ointment. I could not 
see much difference between polymyxin-B 
ointment and the aureomycin and so forth 
that we had at the time as far as the control 
of pyocyameus was concerned. A represen- 
tative came down from Denver to see me 
and asked me what I thought about it. I told 
him that as far as I was concerned I could 
not agree with all publications that had come 
out and say give it. He said that probably 
the reason that I had not gotten the results 
that had been published, was the fact that 
I hadn’t had the material to make a wet 
dressing. He said that he would send me 
some material to use for wet dressings in- 
stead of ointment. It was supposed to be 
more specific than anything they had for 
pyocyameus. The only thing that I know 
that is any good for pyocyameus is still our 
old 4, per cent acetic acid. I don’t think 
that polymyxin as far as the ointment is 
concerned has done any good. I haven’t used 
any of the solutions of polymyxin that they 
have been using in Denver, in which they 
got good results. So I don’t know. I haven’t 
used neomycin. 
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Geriatrics Meeting in San Francisco 


Various phases of the clinical problems 
of aging will be covered at the eleventh an- 
nual meeting of the American Geriatrics So- 
ciety. The sessions will be held in San Fran- 
cisco, June 17-19, with headquarters at the 
Fairmont Hotel. 


Scientific programs are open to all mem- 
bers of the medical profession and to those 
interested in the problems of aging. Panel 
discussions will cover recent developments 
in cardiology, the relation of industry to 
geriatrics and methods of determining oper- 
ability in older patients. 


Salvatore P. Lucia, M. D., professor me- 
dicine, University of California Medical 
School will deliver the address at the annual 
dinner meeting Friday, June 18. His topic 
will be Balm of the Autumnal Years. Norris 
J. Heckel, M. D., Chicago will preside at this 
meeting. 


Papers on various problems of the aging 
will be presented by outstanding clinicians 
and investigators from all over the country. 
Malford W. Thewlis, M.D., founder and 
permanent secretary of the Society will dis- 
cuss Overtreatment in the Aged. One of se- 
veral papers on endocrine influences will be 
presented by Laurance W. Kinsell, M. D., 
Oakland, California, chairman of the local 
arrangements committee for the meeting. Dr. 
Kinsell, director of the Institute for Meta- 
bolic Research, Highland Alameda County 
Hospital, will speak on Hormones, Growth 
and Senescence. 


The annual business meeting of the So- 
ciety will be held Thursday morning, June 
17. Scientific sessions will start Thursday 
afternoon and will continue through Satur- 
day morning, June 19. 


Aphorisms and Memorabilia, Truths... .. 


(Continued From Page 259) 
to anyone in the group. Isolated from other 
isolated people, he soon begins to feel they 
do not like him or they are against him and 
he leaves, later to find another group and 
— the whole cycle again.” — loc. cit., 
p. 145. 


38. “A history of alcoholism in adolescence 
or a prolonged period of bed rest at this time 
without evidence of a serious physical disease 
often indicates transient psychotic episodes.” 
—loc. cit., p. 146. 


39. “To make this diagnosis is more than 
an academic question, because psychotherapy 
in a schizophrenia differs widely from psy- 
chotherapy in a neurosis.”’ — loc. cit. p. 146. 


40..“The patient is extremely alert to 
everything the therapist says or does. The 
therapist’s gestures, changes in position, and 
facial expressions may be perceived as hav- 
ing double, personal, or magical meanings 
for him. Slight indications of exasperation 
or hostility are watched for, and when dis- 
covered they are felt as major rejections.” 
—loc. cit., p. 147. 
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Monthly Clinical Pathological Conference 


April 15, 1954 
El Paso General Hospital 


DR. FREDERICK P. BORNSTEIN, EDITOR 
CASE No. A-247 
PRESENTATION OF CASE By DR. BEN C. MERRITT: 


Present Complaint 


This one month old female infant was ad- 
mitted to El] Paso General Hospital on Jan- 
uary 15, 1954. The mother denied any his- 
tory of fever, vomiting, or diarrhea. She 
stated that the infant had had a cough and 
“cold” for one week prior to admission. The 
admitting diagnosis was malnutrition. 


Past History 


The patient was born on December 4, 1953, 
and was delivered by a midwife, after a nor- 
mal nine months gestation and uncompli- 
cated delivery. The birth weight was 6 lbs. 
There were no previous illnesses of any kind. 
The infant was breast fed, however, she was 
fed only three times daily from birth. 


Family History 


The patient was the seventh of seven’ chil- 
dren; all living and well. There was no fa- 
mily history of cancer, diabetes, syphilis, tu- 
berculosis, or cardio-vascular-renal disease. 


Physical Examination 


T. 98.6 (R): R.: 30; Weight: 5 lbs. 21% oz. 
General: A poorly developed, poorly nouri- 
shed female infant appearing acutely ill. The 
skin appears scaly and dry, with slight de- 
crease in turgor. Head: Fontanels patent and 
under normal tension. E. E. N. & T: pupils 
are round, regular and equal, and react to 
light. Drums clear. Small (3 M.M.) area of 
exudation on right anterior pillor. Neck: 
Supple, with no masses or adenopathy. 
Lungs: Clear to percussion and auscultation. 
Heart: Normal sinus rhythm, with no mur- 
murs or thrills. Abdomen: Distended with 
gas. Bowel sounds normal. No palpable or- 
gans, masses, or spasms. Genitalia: Foul 
smelling whitish discharge, otherwise nor- 
mal. Extremities: Normal. Neurological: 
Physiological. 


Course in Hospital 


The patient’s entire course in the hospital 
covered approximately seven weeks: 


First Week: On the day following ad- 


mission, the patient began vomiting occasion- 
ally after feeding. During this period the 
patient was relatively afebrile and no es- 
sential change was noted. The patient was 
placed on a house formula and gain from 5 
Ibs. 214 oz. to 5 lbs. 6 oz. On 1-16-54 the pa- 
tient was started on terramycin, drops 25 
mgm, Q. I. D., for 6 days. 


Second Week: During this period the 
patient’s formula was changed to Olac 1, 
water 2, 4 ounces every 4 hours. The patient 
would usually take from 21% to 4 ounces with 
no vomiting. The patient’s weight rose from 
5 Ibs. 6 oz. to 5 Ibs. 8 oz. on 1-28-54, but was 
again 5 lbs. 6 oz. on 1-29-54. She remained 
a febrile and was apparently doing well. Ur- 
inalysis on 1-26-54 showed 15-20 W.B.C. 
per H. P. F. 


Third Week: During this period the pa- 
tient’s weight dropped from 5 lbs. 614 oz. to 
5 lbs. 1 oz. She again vomited intermittently 
after feeding during this time. Throat cul- 
ture on 2-1-54 yielded staph. albus and pneu- 
monococci. C. B. C.: Hb. 15.4; R. B. C.: 4.22 
m.; W. B. C. 4,650, with 31 segs., 56 lymphs, 
10 monos., 1 baso, and 1 Eos. Urine culture 
yielded E. coli and Staph. Albus, sensitive 
only to Chloromycetin. Stool studies, includ- 
ing cultures, were negative. A patch test was 
also negative. On 2-4-54 patient spiked fever 
to 101.2; on 2-5-54 to 104 (R), and 103.4 (R) 
on 2-6-54. The patient was started on Chlor- 
omycetin, % dram, T.I.D., on 2-24-54 to 
2-12-54. Due to vomiting of medications and 
formula a polyethylene tube was inserted on 
2-5-54, however, patient continued to vomit 
occasionally and feedings were decreased to 
2 oz. every 2 hours. In addition 20 cc. of 
Ringer’s lactate was given twice daily by 
clysis. 


Fourth Week: During this period the 
patient’s weight decreased from 5 lbs. 1 oz. 
to 4 Ibs. 121% oz. She continued to vomit 
intermittently and spiked a fever almost 
daily, ranging from 101 to 104.2 (R). C.B.C. 
on 2-8-54 showed Hb. 10.5; R. B. C. 3.28 m; 
W. B. C. 11,100, with 17 segs., 59 lymphs, 15 
monos., and 9 eos. On 2-8-54 the patient was 
catheterized, and the urinalysis showed a 
slight trace of albumen, a trace of sugar, 
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and 2-3 W. B.C. per H. P. F. A cystogram 
performed at the same time was negative for 
evidence of organic disease. The formula 
was changed to Nutramigen, 12 measures, 
boiled water, 20 measures, and the infant re- 
ceived 114 ozs. every 2 hours by gastric ga- 
vage. 


Fifth Week: The patient’s weight in- 
creased from 4 lbs. 12'% oz. to 5 Ibs. 3 oz. 
Vomiting continued intermittently until 2- 
18-54, at which time the patient was started 
on oral feedings and vomiting did not recur. 
On 2-18-54 the C. B. C. showed Hb. 8, R.B.C. 
2.31 m; W.B.C. 10,050, with 54 segs., 32 
lymphs, 2 stabs., and 12 monos. Chest X-Ray 
on the same date showed a healthy chest. She 
remained relatively afebrile during this pe- 
riod, with the exception of one fever spike 
to 102 (R) on 2-17-54. 


Sixth Week: The patient continued to 
retain oral feedings without vomiting and 
the formula was increased to 2 oz. every 2 
hours. The weight showed a slight decrease 
from 5 Ibs. 3 oz. to 5 Ibs. 214 oz. On 2-26-54 
a transfusion of 20 cc. of whole blood was 
given. The patient remained relatively afe- 
brile during this time, with only one rectal 
temperature of 100 degrees recorded. X-Ray 
of the wrists on 3-1-54 revealed no evidence 
of congenital defects or deficiency disease. 


_ Seventh Week: During the last week of 
life the patient’s weight decreased from 5 
lbs. 24% oz. to 4 lbs. 1214 oz. Her temperature 
remained relatively normal except for one 
spike to 100.6 (R). C. B. C. on 3-3-54 showed 
Hb. 11.4; R. B. C.: 3.39 m; W. B.C. 10,750; 
with 64 segs. 28 lymphs, 5 monos., and 8 eos. 
The patient continued to retain formula 
until 3-4-54 at which time she began vomit- 
ing persistently. A cut down was performed 
on 3-8-54 and during the next 24 hours the 
patient received 50 cc. whole blood, 50 ce. 
normal saline, and 100 cc. 5 percent G/D. W. 
On 3-10-54 the patient received an additional 
50 cc. normal saline, 25 ec. R/L, and 100 ec. 
5 percent G/D. W. X-Ray of the long bones 
and skull on 3-10-54 were negative for con- 
genital anomaly or deficiency disease. At 
midnight on 3-10-54 the patient was noted 
to be cyanotic and breathing infrequently. 
Suction and oxygen were without effect. The 
patient expired at 1:30 A.M., March 11, 
1954, the 57th hospital day. 


Differential Diagnosis 
Dr. J. Harry Miskimins 


_ The red blood cell count shows a defi- 
ciency, probably on a nutritional basis. I 
think probably one thing that many of us 
fail to regard in these little newborn infants 
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is that the fever in the newborn period 
means very little. It may mean the young- 
ster is highly infected or it may not. Con- 
versely a lack of elevated temperature does 
not mean that the youngster is not infected. 
So with this in mind we might think about. 
a few diseases on this youngster. 


Just like in an adult I think probably neo- 
plasm, syphilis and tuberculosis should be 
rule out or in. In the newborn period, I 
think, two more ought to be added, primarily 
congenital defects and infectious diseases. 
Particularly congenital defects in this age 
group are very important. Now going over 
this protocol I think probably the first thing 
to think about is a febrile illness. My first 
impression was a meningitis. You can dis- 
miss that diagnosis very easily. The fon- 
tanels weren’t bulging. The neck may or 
may not be stiff. Vomiting with intracranial 
pressure for meningitis can certainly occur. 
Then too there is just the out and out feed- 
ing problem, I think, to be considered. No 
reason for it particularly except that dif- 
ferent formulas were tried and the young- 
ster had a stationary weight. 


Along with your feeding problems, I think 
certainly you are going to have to consider 
fibrocystic disease of the pancreas and fat 
intolerance. I think these can be ruled out 
because different formulas were used on this 
baby. The vomiting in this little youngster 
impressed me pretty well and if you want a 
good way to divide your vomiting we can 
think of parenteral vomiting and enteral vo- 
miting. Obstruction or partial obstructions 
of the lower bowel are pretty well ruled out 
here because no mention was made of the 
stools or gaseous distention. Stenosis and 
partial obstructions of the upper bowel can 
be pretty well ruled out. No mention was 
made of bile in the vomitus or projectile 
vomiting which pretty well rules out the 
obstructions of the upper bowel. Stenosis 
and atresions of the esophagus are going to 
have to be thought of here. You are going 
to have to consider the mother’s statement 
of cough. It is very common in these young- 
sters who vomit to aspirate a vomitus and 
set up an infection in their lung fields. This 
probably occurred here, so more than likely 
the baby’s infection was in the lung fields 
and because of the vomiting I would like to 
take a guess and make a diagnosis of tra- 
cheal-esophageal fistula. If it is, it would 
certainly have to be in the group of where 
the esophagus was intact from the pharynx 
to the cardial because the catheter was pas- 
sed without any trouble. This type is very 
very rare. The most common, of course, is 
the one that has the blind pouch at the distal 
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segment of the esophagus. My second diag- 
nosis would be meningitis. 


Dr. Basil K. Byrne 


I have been trying to remember exactly 
when I saw this child. It was along about the 
third week, I think, and at that time I wasn’t 
impressed by vomiting being high on the list 
of problems. As I saw the youngster, growth 
failure was the principal problem. I was 
shown several pages of graphic charting with 
no weight gain. I think there already was a 
polyetheline catheter in the stomach and the 





Figure I 


baby was on two hour feedings and intake 
seemed to be adequate and stools were not 
charted as being particularly abnormal. 
Thinking of growth failure there was no 
obvious brain damage or brain disorder. The 
baby seemed to react as a one month old 
baby should. 


The next thing I would think of in the 
way of producing growth failure in early 
infancy is congenital heart disease. That 
apparently was easily ruled out by simple 
examination. The next thing on my list of 
growth failures would be some congenital 
anomaly of the kidneys and I was the one 
who started this effort to do a G. U. workup. 
We did find some positive findings in the 
urine, I think some foreign elements, and 
we also got a positive urine culture of B. 


SOUTHWESTERN MEDICINE 


Page 267 


coli and a staphylococcus. Immediately after 
getting the culture we put the child on chlo- 
romycetin and thought we were heading 
down the right highway. We didn’t have 
a patient who could spare the blood for much 
chemistry, and we didn’t have a patient on 
whom we could undertake pyelograms or 
anything like that. This is about as far as 
I got. 


I think the youngster had some congenital 
anomaly being that it was not in the heart, 
I would think next of the kidneys. 


Dr. Frederick P. Bornstein 


I have to make a confession here. We cut 
the life of this infant short two days because 
in the last two days a rather adequate clinical 
diagnosis was established by careful clinical 
observation and I would like the observer, 
Dr. Mansfield, to come up here and tell us 
what he saw and the conclusions he came to. 


Dr. J. R. Mansfield 


What I saw was purely accidental. I was 
doing a cut down on the baby and I noticed 
what appeared to be a phantom tumor in the 
epigastrium. I also could see visible peris- 
taltic waves going across the abdomen, so 
I got an upper G.I. series which did not 
show a congenital upper pyloric stenosis but 
it did show a duodenal atresion which would 
give you essentially the same physical find- 
ing. That is about all. 


Dr. Charles C. MceVaugh 


The radiographic findings of the upper 
gastro-intestinal examination reveals a not 
particularly enlarged or dilated stomach al- 
though slightly so for an infant this age, 
but there is definitely a large dilated duo- 
denal bulb which persists through most of 
the examination. There is also a delay in 
emptying of the stomach and duodenum. 

(Figure I.) 


The conclusion which is to be drawn from 
this serial examination is that there is an 
obstructive congenital stricture or congenital 
band and they are usually associated with 
multiple bands. Actually I would be interest- 
ed in finding out what they found at the 
post, whether there are other bands lower in 
the small bowel. Usually you will find them 
in the ileum also. There is considerable gas 
scattered throughtout the entire bowel, but 
then that is not too unusual for an infant of 
this age. The significant finding is the 
large dilated duodenum. 


Dr. Bornstein 


I would like to ask the surgeons, “If this 
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child had been in adequate condition whether 
an operation would have been advisable.” 


Dr. Ward Evans 


The first thing I would like to do is to 
ask Dr. McVaugh about the possibility of 
annular pancreas, which might follow the 
obstruction at the same level and possibly 
give a similar picture. I think that there are 
atresions and that they are very often mul- 
tiple and the prognosis from surgery is 
rather poor. I don’t recall the figures off 
hand, but, of course, Ladd and Gross were 
those that had the first successful cases. We 
had a case at Providence last July of a mul- 
tiple atresion of the small bowel, I suppose 
there were twenty or more in the newborn. 
This baby did not survive and I think that 
is the usual story of surgical operation, how- 
ever, they are amenable to surgery. 


Dr. Charles E. Webb 


In a case like this with an atresion of the 
duodenum, the simplest thing to do would be 
a gastrojejunostomy and I think the outlook 
would be pretty good providing, of course, 
there were no other areas of the small bowel 
which there apparently were. We had one 
case with a pyloric stenosis and I wasn’t too 
happy about the size of the tumor. We found 
some bands lying across the duodenum which 
looked like they could obstruct. We freed 
the bands and the person was all right. 


In this case I think a gastrojejunostomy 
would be all right. 





Figure 2 
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Clinical Diagnosis 


Growth failure 


Dr. Miskimins’ Diagnosis 


Tracheal esophageal fistula 


Anatomical Diagnosis 
Congenital stenosis of the upper 
third duodenum. 


Dr. Bornstein 


The important autopsy findings in this 
case are as follows: 


The body was that of ar extremely ema- 
ciated female child, which weighed 2,100 





Figure 3 


grams. The abdomen was markedly dis- 
tened. Upon opening the peritoneum one 
was impressed with the large and distended 
stomach, the inferior margin being located 
at the level of the umbilicus (figure 2). Upon 
opening the intestinal tract, it was noted that 
the mucosa of the stomach was flattened 
out. The upper third of the duodenum was 
markedly dilated. Dilatation stopped some- 
what above the level of the papilla of Vater. 
In this region the mucosa of the duodenum 
had formed an elevated fold, which narrow- 
ed the lumen to about 1 cm. in diameter (fi- 
gure 2). The remainder of the intestinal tract 
was not remarkable. It is especially notice- 
able that this was the only stenotic lesion. 


Comment: It is quite obvious that this 
stenotic lesion was responsible for the child’s 
feeding problem and progressive emaciation. 
Due to the fact that stenosis was somewhat 
above the papilla of Vater, the projectile vo- 
miting of bile looked for by Dr. Miskimins 
in his differential diagnosis did not occur. 
The etiology of this condition is unknown. 
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There are several theories. The most plau- 
sible one refers to the fact that the entire 
intestine is transformed into a solid cord 
of tissue from the 30th to the 60th day of 
embryonal development, and it is assumed 
that these folds represent areas of incom- 
plete recanalization. The location where this 
particular stenosis was found is one of the 
more common ones. Other locations are in 
the lower ileum at the ileocecal valve and at 
the rectum. 


I would like to point out that in this day 
of laboratory and X-Ray study, it is note- 
worthy that in this particular case, the diag- 
nosis was made solely by accurate clinical 
observations. 


Summary: This represents a case of pro- 
gressive malnutrition and emaciation caused 
by a partial congenital atresia of the upper 
duodenum. 
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HYPERTENSION 


Treatment Of Hypertension With Orally And 
Parenterally Administered Purified 
Extract of Veratrum Viride 


Mills, L. C. & Moyer, J. H., A. M. A. 
Arch. Int. Med. 90:: 587, 1952 


Various hypotensive agents were compared 
and evaluated. They included the Veratrum 
viride preparations, Vergitryl and Veriloid, 
the ganglionic blocking agent hexametho- 
nium chloride, and the peripheral sympatho- 
lytic drugs, Dibenzyline, hydralazine and 
phentolamine. All things considered, hexa- 
methonium seems to be the most satisfactory 
single agent in the long-term oral treatment 
of hypertension. Veriloid, given intraven- 
ously, is probably best for short-term ther- 
apy in hypertensive crises. But neither of 
these agents, nor other available hypotensive 
drugs, can be given without full knowledge 
of their actions and possible toxic effects. 


Baylor U. & Jefferson Davis Hosp. 


Clinical Clippings, January, 1953. 
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